Clinical impressions of the diminution in incidence of urethral stricture in the male are confirmed by the following figures from the Registrar-General's Statistical Review for England and Wales (1951) , which show that the number of deaths of males from stricture of the urethra in 1951 was only 38 per cent. of that in 1939. These figures, however, reflect not only the diminishing incidence of stricture, but also the beneficial influence of the sulphonamides and antibiotics in reducing the septic complications of stricture during the period under review.
Year
Males Females   1939  304  1940  277  1941  300  3  1942  293  1943  255   1   1944  226   1   1945  195  1946  188  3  1947  187  3  1948  170  1949  161  3  1950  131  1  1951  117  3 Nevertheless, during the past 5 years over a hundred cases of urethral stricture have been either diagnosed or treated at one male venereal disease clinic. One hundred of these cases form the basis of this paper.
Age.-The percentage of cases falling into 10-year age groups at the time of the first visit is shown in Fig. 1 . Of the two (2 per cent.) under 30 years of age, one had urethritis (gonococcal or nongonococcal) at the age of 21, and at 26 was admitted to a medical ward with acute retention of urine; after which he failed to attend regularly for dilatation of the stricture, and acute retention recurred on *Received for publication September 8, 1954. three further occasions (2, 4, and 11 years later).
The other was treated elsewhere for gonorrhoea at the age of 23, 5 years before admission to our ward for meatotomy.
Ten (10 per cent.) cases were over 70 years old, including one of 82 who gave a history of urethritis 60 years previously. This patient had, during the preceding 4 years, been regularly instrumented in a surgical ward following temporary suprapubic cystostomy.
The mean age on reporting was 53-2 years, with very wide extremes of 82 and 26. Taking account of previous treatment elsewhere, the mean age at the time of diagnosis of stricture was 48-5 years, with a similarly wide range. encountered 69 were single, 26 multiple, 2 of the tunnel variety, and 3 could not be classified with certainty. Some of those classified as multiple may have been due to "flaps" or " soft-infiltrations " and might not be demonstrable at necropsy. In a small proportion normal prostatic hypertrophy may have imparted a sense of obstruction to the sound and may have led to over-diagnosis of posterior strictures. Hunter (1818) but they are driven sooner or later to seek advice by the onset of an acute urinary infection or acute retention of urine. Frequency of Dilatation (Table VI) Of the one hundred cases under study, a diminishing number of patients returned annually over a period of 5 years for regular dilatation of their strictures. The 5-year period was arbitrarily chosen, and the mean figure of dilatations per patient was calculated. The results show that in the first year of attendance the mean number of dilatations per patient was 5 9; in the second year, 4-7; and Assuming that the management of the patient runs a smooth course and that he escapes the everpresent hazards of acute retention, acute cystitis (or other suppurative condition of the genitourinary tract) or intercurrent infection elsewhere, for any of which he may require in-patient treatment, he will normally need urethral instrumentation perhaps five times annually. Each such treatment necessitates three out-patient visits:
(1) The patient's general condition is assessed, a date is fixed for instrumentation, and prophylactic chemotherapy is started. (2) The instrumentation is carried out, preferably with pre-medication. (3) The patient reports any complications or unpleasant sequelae. Thus on the average each patient might require to attend the out-patient clinic on fifteen occasions each year. This is identical with the experience of Kidd (1916) , and although the total number of stricture cases may be much fewer to-day, the time expended on the individual patient has remained unchanged. Russell (1915) His main conclusions were that in cases easily managed by dilatation no further operation is advisable, but that in very difficult or impassable strictures excision of the stricture should be performed. Advances in surgical technique now make it possible to combine excision with plastic reconstruction of the urethra from a buried strip of skin, after the method described by Swinney (1952) .
According to Swinney this operation is especially indicated in the following types of stricture:
(a) the resilient stricture, which contracts down a few days after every dilatation; (b) the tortuous and difficult stricture in which instrumentation is followed by pain, rigors, and fever; (c) the stricture associated with fistulae, in which there is extensive peri-urethral and perineal fibrosis.
In such cases the more widespread use of this method may make possible a considerable reduction in the frequency of subsequent instrumental dilatation.
Coincident Venereal Infections. (Table VIII) The relatively high incidence of epididymitis, peri-urethral abscess, fistula formation, and prostatic calcification should be noted.
Epididymitis may be ascribed to back pressure along the vasa deferentia exerted by a large volume of residual infected urine, intensified by straining during micturition. Possibly some cases may be blood-borne or metastatic.
Peri-urethral abscess may arise in the course of acute urethritis as a result of blockage of the duct of, and abscess formation in, one of the glands of Littre, or later as the result of maceration or trauma of the urethral mucosa proximal to a stricture. It is easy to conceive that the strain of micturition might force out a small quantity of infected urine into the submucosa and thus initiate a focus of suppuration. An analysis of this group of septic complications shows that bacteriological examination of the abscess pus was made on eleven occasions in a total of eight patients, one patient having In non-tuberculous prostatic calcification, such as that occurring in association with long-established urethral stricture, the diagnosis is made by the presence of one or more of the following signs:
(a) a hard mass in a mobile gland on rectal examination, (b) crepitus elicited on rectal examination, (c) " grating " sensation during the passage of metal bougies, (d) characteristic x-ray appearances.
In eight of the cases the diagnosis was established by x-ray examination and in the ninth the condition was recognized during cystoscopy. In the differential diagnosis it is important to bear in mind carcinoma of the prostate and (as previously mentioned) calcified tuberculosis. Differentiation from carcinoma of the prostrate is aided by the findings on rectal examination (? fixity), the serum acid phosphatase, radiological examination for evidence of bone metastases, and the results of punch biopsy (Semple, 1951) A frequent sequel to urethral stricture and chronic urinary infection is the condition known as " small fibrous prostate" (prostatisme sans prostate), in which there are symptoms of prostatic obstruction but no enlargement of the gland is found on palpation. The essential lesion is a thickening of the posterior lip of the internal meatus by an extension of dense fibrous tissue from the primary focus of sclerosis in the prostate gland. The condition results from previous prostatitis. On rectal examination the prostate feels normal in size or smaller than normal, but it is sometimes indurated and tender. Prostatic massage and microscopic examination of the expressed fluid reveal pus cells. On cystoscopy residual urine, trabeculation, hypertrophy of the median bar, sacculation, and chronic cystitis are found. Minor degrees may be treated by dilatation using large metal bougies (after preliminary meatotomy if necessary), prostatic massage, and posterior irrigations. If symptoms continue, either transurethral resection or open dissection is indicated, followed by subsequent bouginage (Walker, 1948) . It has been stated previously that 5-4 per cent.
of all strictures encountered in this series took this form of stenosis at the bladder neck.
Of the remaining sequelae listed in Table VIII , inguinal hernia, prolapsed haemorrhoids, vesical diverticula, hydronephrosis, may all be attributed to back pressure behind a stricture of long duration, although they might equally well be adventitious.
Summary
An analysis of one hundred cases of urethral stricture is made according to anatomical site and symptomatology.
It emerges that stricture of the posterior urethra (exclusive of the membranous urethra) is by no means rare, though frequently stated to be so. If obstruction at the bladder neck is included, 24-8 per cent. of all strictures in this series were posterior.
An account is given of the complications and sequelae occurring in this series during a limited period of observation.
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